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CONTROL OF DRUG ADDICTION 


ONTROVERSY over the effectiveness of methods cur- 

rently employed to combat the long-standing evil of 
drug addiction has been stirred up by recent revision of 
federal narcotics legislation. The Narcotic Control Act of 
1956, approved July 18, is designed to strengthen enforce- 
ment of existing laws against illicit traffic in drugs. It 
prescribes heavier penalties, including the death sentence, 
for narcotics offenders and includes provisions to facilitate 
arrest and conviction of peddlers and addicts. The so- 
called punitive approach to the drug addiction problem is 
thus carried to new lengths. 


A number of physicians and lawyers opposed the legis- 
lation on the ground that the punitive approach has not 
succeeded in eradicating drug addiction. A better way 
to control and eventually wipe out the evil, they insist, is 
to treat addicts as sick persons, not criminals. Advocates 
of the medical approach contend that if doctors were au- 
thorized to administer narcotics in minimum doses to hard- 
core (probably incurable) addicts, the clandestine market 
in drugs would collapse for lack of customers. High prices, 
high profits, and other incentives and compulsions would 
no longer be present to nurture the illicit traffic. 


DEBATE ON BEST MEANS TO ATTACK NARCOTICS EVIL 


Opposing views on methods of handling the narcotics 
problem were explored at length in hearings before sub- 
committees of the two congressional committees which 
drafted the new legislation. Senate Judiciary and House 
Ways and Means subcommittees both rejected the pro- 
posal that keeping addicts on narcotics be sanctioned by 
law. However, they recognized that more attention ought 
to be paid to the medical side of the problem. 


Sentiment in favor of taking a new look at national 
policy on control of drug addiction has gained sufficient 
support to enlist the attention of leading professional or- 
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ganizations. Special committees of the American Medical 
Association and the American Bar Association are cur- 
rently engaged in an exhaustive study of the medico-legal 
aspects of narcotics control.' Meanwhile, the A.M.A.’s 
Council on Mental Health has taken under advisement a 
request from the New York Medical Society for A.M.A. 
endorsement of a system of clinics to dispense drugs to 
addicts. 


The thinking underlying such developments was summed 
up a year ago by Rufus King, head of the A.B.A.’s Com- 
mittee on Narcotics and Alcohol. Appearing on Sept. 19, 
1955, before the Senate Judiciary Subcommittee on Im- 
provements in the Federal Criminal Code, King said: 

For 40 years we have been looking for ways to make the existence 
of the narcotic addict just as tough as possible. For 40 years we 
have asked only what new penalties and what new police techniques 
might make it easier to catch him and lock him up... . This entire 
approach is open to grave question as a practical matter. ... The 
addict is still a cruel social problem... still getting his supply of 
narcotic drugs through peddlers in the vicious illicit traffic. 


Fundamental questions involved in the current contro- 
versy include the following: 

Should a drug addict who becomes a peddler merely to get funds 
to relieve his craving be treated with the same severity as a non- 
addict who traffics in illicit drugs for financial gain? 

Is the long-time addict actually curable; if not, should the law 
condone indefinite—possibly life-long—dosage with drugs? 

Conversely, would legal accessibility to drugs, free or at nominal 
cost, remove all incentive to crime on the part of an addict and, of 
most importance, all incentive to introduce the habit to non-addicts? 


Do regulations on use of narcotics in medical practice interfere 
unduly with a doctor’s right and responsibility to be the judge of 
what is best for his patient? 


In conflict are the methods of attaining an agreed goal— 
eradication of drug addiction—but practical considerations 
are interlaced with moral considerations. On one side, 
present policy is said to be inhumane, to condemn addicts 
to criminality and medical neglect. On the other side, the 
proposal to administer drugs to addicts to save them the 
pangs of denial is regarded in many quarters with horror. 
The Senate subcommittee said the crux of the latter pro- 
posal “rests, not upon its practical workability, but upon 
the fundamental moral issue involved.” It expressed the 


1 The joint project was initiated early last year. 
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belief that it would be “absolutely immoral to give in to 
drug addiction and help perpetuate such pitiful conditions 
for the individual human being.” 2 


RELIANCE ON PUNITIVE APPROACH IN NEW FEDERAL LAW 


The Senate and House committees both came to the 
conclusion that control of drug addiction demanded harsh 
treatment of drug traffickers. The Senate Judiciary Com- 
mittee, reporting last May 15 on the bill to stiffen penalties 
for narcotics violations, said: 


Federal penalties for the smuggling, distribution, and sale of 
illicit narcotics are neither commensurate with the seriousness of 
the crime, nor are they sufficient to remove the profits. . . . The 
committee has found that whenever or wherever penalties are 
severe and strictly enforced, drug addiction and narcotic trafficking 
have decreased proportionately. 


The House Ways and Means Committee declared in its 
report on June 19 that “The illicit traffic can only be erad- 
icated by the establishment of laws . . . that will enable 
enforcement officials to effectively and vigilantly work to 
apprehend the trafficker and that will enable the courts 
to justly impose sentences that are commensurate with 
the horrendous nature of the offense.” 


The most striking feature of the 1956 law is its scale 
of penalties. Conviction for illegal sale or possession of 
narcotics had been penalized since 1951 by fines of up to 
$2,000 and prison terms of 2 to 5 years for a first offense, 
of 5 to 10 years for a second offense, and of 10 to 20 years 
for a third offense; probation or suspension of sentence 
was forbidden on second or subsequent offenses. The pen- 
alties now prescribed are fines of up to $20,000 and prison 
terms of 5 to 20 years for a first offense and of 10 to 40 
years for subsequent offenses. Imprisonment is manda- 
tory for all, including first, offenders. The maximum pen- 
alty, moreover, applies even on a first offense if the offense 
is selling or giving a narcotic drug or marihuana to a 
minor; if the narcotic in such cases is heroin—regarded as 
the most vicious of all addicting drugs—a judge may im- 
pose a sentence of life imprisonment or a jury may order 
the penalty of death. 


In authorizing the stiffer penalties, Congress accepted 


2Senate Judiciary Committee, Treatment and Rehabilitation of Narcotic Addicts 
(Apr. 25, 1956), p. 12. 
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the advice of federal narcotics officials, who believe that 
the best way to destroy the illegal market is to put violators 
in confinement for as long a period as possible. The Inter- 
departmental Committee on Narcotics,’ reporting last Feb- 
ruary on a study of narcotic controls, supported “contin- 
uation of the policy of punishment of a severe character 
as a deterrent to narcotic law violations” and recommended 
“an increase of maximum sentences for first as well as 
subsequent offenses.” At the same time, the committee 
urged expansion of governmental programs for rehabilita- 
tion of addict-violators; it said this would “compensate in 
some degree for the effects of long prison terms” on this 
particular group of offenders. 


CRITICISM BY PROPONENTS OF THE MEDICAL APPROACH 


Doubt as to the efficacy of severe penalties as a deterrent 
to drug addiction was raised a year ago by the New York 
Academy of Medicine, which conducted a study of the 
problem at the request of the Interdepartmental Commit- 
tee on Narcotics. The Academy feared that stiffer penal- 
ties might even stimulate the illicit traffic. 

The narcotic laws shut off any legitimate source of drugs for a 
market with an uncontrollable craving. The stage is set for infla- 
tion with profits of such enormity as to strain the imagination... . 
Because of the profit ..., attempts are made to attract new users. 
Drug rings constitute big business with all its aggressiveness to 
increase volume of sales.4 
The American Psychiatric Association on June 12 criti- 

cized the then pending narcotic bills as “backward steps” 
because they widened the barrier between doctor and addict. 
“The bills tend to substitute extreme punishment... for a 
constructive medical program for treatment and rehabili- 
tation of drug addicts that has slowly developed over the 
years in the federal . . . state and city hospitals.” The 
organization urged “more treatment, more rehabilitation, 
more research, and the personnel and facilities to make 
these possible.” 


Another critic of the new law, Dr. Herbert Berger, presi- 
dent of the New York Medical Society and chairman of its 
Committee on Alcoholism and Narcotics, has blamed the 
“legalistic approach” to drug addiction for the “flourishing 


*A cabinet committee composed of the Secretaries of Defense; Health, Education 
and Welfare; State; and Treasury, and the Attorney General. 


**“Report on Drug Addiction,” Bulletin of the New York Academy of Medicine, 
August 1955. 
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narcotics racket” and for creation of “a new criminal class.” 
According to Dr. Berger, the present system is “both 
unscientific and medically untenable” because it forces the 
addict to patronize the black market and to take drugs 
without medical supervision.® 


A veteran specialist in drug addiction, Dr. Laurence 
Kolb, who as an officer of the U.S. Public Health Service 
opened the first federal hospital for addicts in Lexington, 
Ky., 20 years ago, has asserted that Congress “completely 
missed the point” in framing the 1956 legislation. “Our 
enforcement agencies seem to have forgotten that the 
addict is a sick person who needs medical help rather 
than longer jail sentences or the electric chair. He needs 
help which the present Narcotics Bureau regulations make 
it very difficult for doctors to give him.” ® 


Dr. Kolb’s studies show that opiates, including the heroin 
which is most commonly used by addicts in the United 
States, repress rather than stimulate criminal impulses 
because they relieve anxiety and diminish aggressive pro- 
pensities. Opiates do not impair motor control or critical 
judgment; hence the addict receiving regular drug doses 
is not a menace behind the wheel of an automobile, as is 
the alcoholic. Kolb believes that many addicts, if not 
obliged to acquire drugs in the high-priced illicit market, 
would conduct themselves as normal, law-abiding, self- 
supporting citizens. Drugs, moreover, restore the balance 
of some mentally disturbed addicts, while “without the 
necessary opiate, they become troublesome derelicts or 
inmates of mental institutions.” Kolb asserts that crimes 
committed by most addicts, such as stealing to get funds 
for drugs, are “law-induced crimes.” 


Judge Jonah J. Goldstein of New York told the Senate 
subcommittee on Sept. 19, 1955, that after dealing with 
numerous narcotic cases, he had come to the conclusion 
that the only way to stop illicit traffic in drugs is to “take 
the profit out of it.” He recommended placing narcotic 
control “where it logically belongs—with the medical pro- 
fession and the hospitals’—and removing it from “the 
area of criminal law where it never should have been.” 


5 Herbert Berger, ““To Dispel the Nightmare of Narcotics," New York Times Maga- 
gine, July 8, 1956, p. 12. 


*Laurence Kolb, “Let's Stop This Narcotics Hysteria,” Saturday Evening Post, 
July 28, 1956, p. 19. 
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Attempt to Stamp Out Illicit Drug Traffic 


FEDERAL EFFORTS to suppress or control the traffic in 
narcotic drugs go back to 1909, when Congress made it 
unlawful to import opium in any form for other than 
medicinal purposes.?’ Three years later the United States 
became a party to the International Opium Convention of 
1912. To carry out obligations assumed under that agree- 
ment, Congress in 1914 put the Harrison Act—one of the 
two basic federal drug-control laws—on the statute books. 
The second principal regulatory law, the Narcotic Drugs 
Import and Export Act, was adopted in 1922 as an amend- 
ment to the 1909 law. 


The Harrison Act established a policing system “designed 
to direct the manufacture and distribution of narcotic 
drugs through medical channels to consumption use for 
medical purposes only.” The Narcotic Drugs Import and 
Export Act put a ban on importation of any form of 
narcotic drugs with the exception of “such quantities only 
of opium and coca leaves as the Commissioner of Nar- 
cotics shall find to be necessary to provide for medical 
and scientific needs.”* An amendment in 1924 placed a 
tota! ban on importation of opium for manufacturing 
heroin; heroin was considered to have no medical value. 


Marihuana, not defined as a narcotic drug, was placed 
under federal control in 1937, when Congress banned its 
use for other than medicinal purposes—in effect a total 
ban, because marihuana was subsequently removed from 
the U.S. Pharmacopoeia as medically useless. The Opium 
Poppy Control Act of 1942 required licenses to grow that 
plant; no licenses ever have been issued. Prison sentences 
for narcotics offenders were made mandatory, except for 
first offenders, under the Boggs Act of 1951. The Nar- 
cotic Control Act of 1956, in addition to increasing the 
penalties and making prison terms mandatory for all offend- 
ers, eliminated some of the legal obstacles to swift appre- 
hension and prosecution of violators of the narcotic laws. 

7 An 1887 act, implementing a treaty with China, had barred importation of opium 


into the United States “by any subject of the Emperor of China” and forbidden 
American citizens to import opium “into any of the open ports of China.” 


®*H. J. Anslinger (U.S. Commissioner of Narcotics), “The Physician and the 
Federal Narcotic Law,”’ American Journal of Psychiatry, March 1946, p. 610. 
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AMERICAN REGULATIONS AND ENFORCEMENT METHODS 


Drugs subject to regulation under federal narcotic laws 
are “opium, coca leaves, isonipecaine or opiates, or any 
compound, manufacture, salt, derivative or preparation 
thereof.” This group includes the drugs—chiefly heroin, 
morphine, smoking opium, and cocaine—commonly used by 
addicts. Certain synthetic drugs, believed to be habit- 
forming, are not covered by the narcotic laws but are 
listed by the Food and Drug Administration as danger- 
ous drugs not to be dispensed without a doctor’s pre- 
scription. Among these are the barbiturates, which in- 
clude sleep-inducing sedatives, and the amphetamines, 
which include such stimulants as benzedrine and other 
so-called “pep pills.” 


The Treasury Department’s Bureau of Narcotics issues 
permits for imports of the crude drugs to be manufactured 
into narcotics for medical purposes. Approximately 200,000 
registrants—chiefly drug manufacturers, wholesalers, phar- 
macists, and doctors—are licensed by the government to 
deal in narcotics. Manufacturers must make quarterly 
reports of narcotic goods received, produced, disposed of, 
and quantities remaining in stock. Wholesalers make 
monthly reports of narcotic transactions, while retail drug- 
gists and doctors must keep records of purchases and sales 
available for official inspection. 


Enforcement of narcotic laws in the United States is 
the job of approximately 250 agents of the Bureau of Nar- 
cotics® and more than 700 state and local agents.!° Sup- 
pression of the illicit drug traffic, however, depends to large 


extent on the anti-smuggling activities of the Treasury’s 
Bureau of Customs. 


Approximately 3,000 narcotic violators a year are con- 
victed in federal courts. More than two-thirds of the 
offenders are addicts, who occupy only the lowest place in 
an elaborate, global network of criminality; officials are 
far more interested in catching the men at the top, who are 
primarily responsible for maintaining the flow of illegal 
drugs into the United States. 


*A recent supplemental appropriation will enable addition of 30 narcotics agents 
to the federal force this year. 

10 Nearly every state has narcotic laws patterned on the federal statutes, and many 
narcotic cases are prosecuted in state courts. Police forces in 24 cities have special 


narcotic squads or divisions, and one or more police officers are assigned solely to 
narcotic enforcement in 35 additional cities. 
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INTERNATIONAL CONTROLS ON HABIT-FORMING DRUGS 


Because virtually all narcotics proscribed by federal laws 
originate in foreign countries, enforcement would be seri- 
ously hampered without the cooperation of other nations. 
Over the past 45 years a world-wide control system has 
been built up. Approximately 90 countries subscribe to 
at least one of eight treaties on narcotics now in force. 
All except five countries have outlawed traffic in heroin. 
Treaty signatories agree to control production and distri- 
bution of narcotics within their borders, to limit legal use 
to medical or scientific purposes, and to take vigorous 
measures against illegal operations. 


The United Nations Commission on Narcotic Drugs, 
policy-maker for the international control system, annually 
reviews the situation in each country and recommends new 
measures to control the illicit drug traffic. The U.N. 
agency is a major sounding board for grievances concern- 
ing laxity in narcotics control. The United States repeat- 
edly has voiced charges before that body that the Com- 
munist regime in China is actively participating in and 
hugely profiting from smuggling drugs to the western 
world. U.S. Narcotics Commissioner Harry J. Anslinger 
credits a U.N. protocol of 1948 with having saved this 
country from a flood of new synthetic drugs from abroad; 
the subscribing nations immediately place under control 
any synthetic drug determined by the World Health Organ- 
ization, a specialized agency of the United Nations, to be 
dangerously addicting. 


Under the U.N. Opium Protocol of 1953, not yet in 
effect,'' the participating governments agree to apply a 
strict system for licensing farmers who cultivate the opium 
poppy. The purpose is to close a major gap in narcotics 
control. Controls hitherto have been directed more to man- 
ufacture and distribution of narcotics than to the agricul- 
tural phase. The U.S. Senate, by resolution on July 12, 
urged the United Nations to press for ratification of the 
1953 protocol, particularly by the producing countries, 
named as Bulgaria, Greece, Iran, Turkey, U.S.S.R., and 
Yugoslavia. Noting that 90 per cent of overland narcotic 
smuggling into the United States is across the Mexican 
border, the Senate asked the President to open negotia- 


“To date, 18 countries, including the United States, have ratified the protocol; 25 
ratifications are needed to put it into force. 
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tions with Mexico for a treaty to impose tighter controls 
on border crossings. 


TASK OF COMBATING SMUGGLING OF NARCOTIC DRUGS 


Some idea of the great difficulty of intercepting smuggled 
narcotics—particularly pure heroin, which is highly con- 
centrated and hence easily concealed—is given by the fact 
that as many as 114 million persons enter the United 
States every year. Narcotics agents and customs inspec- 
tors depend on undercover investigations in foreign centers 
of the drug traffic and in seaports and border towns to 
pinpoint suspects before they reach the United States. 
Advance tips have led to discovery of narcotics behind 
paneling in ship’s staterooms, inside automobile upholstery, 
taped to the bodies of smugglers, even hidden in natural 
body orifices. 


It requires patient investigation, often with some luck thrown in, 
to learn when a shipment is to be made, and usually more of both 
to identify it when it does appear, since the smugglers commonly 
endeavor to protect themselves by posting lookouts, sending pilot 
cars ahead, making several dry runs without contraband, and sim- 
ilar procedures. Even when the shipment is located, immediate 
seizure is hardly ever advisable, since the defendant we could get 
is a paid runner, whom the principals in the traffic nonchalantly 
write off as expendable.!2 


Narcotics agents have trailed automobiles carrying con- 
traband drugs all the way from the Mexican border to New 
York City in order to uncover the principal offenders. 


Wholesalers and distributors within the United States 
rarely make personal contact with the retail peddler, who 
is more vulnerable to police entrapment. Frequently nar- 
cotics are left in a railroad station storage box, the key 
to which is picked up by the peddler at some point agreed 
upon by telephone. The conspirators never see each other." 


NEw AIDS TO THE PROSECUTION OF DRUG TRAFFICKERS 


Catching the big-time drug trader is the most difficult 
part of narcotics enforcement. According to Warren Olney, 
Assistant Attorney General in charge of the Criminal Divi- 


1% Ralph Kelly, Commissioner of Customs, testimony before Senate Judiciary sub- 
committee, June 3, 1955. 

%3One New York trafficker, under suspicion for 20 years, was not apprehended until 
agents on a round-the-clock watch saw him deposit a crumpled newspaper in a street 
trash receptacle. The paper contained a plastic vial of heroin. Subsequent search of 
his and an associate’s apartments disclosed large quantities of narcotics and of equip- 
ment for manufacture of heroin tablets. 
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sion of the Justice Department, prosecution presents no 
unusual problems because of the various presumptions of 
guilt arising out of possession of unregistered drugs. “Nar- 
cotics violators,” said Olney, “are frequently convicted on 
evidence that would not suffice in most other types of 
cases.” However, the high penalties of recent years have 
encouraged narcotics defendants to resort to legal tech- 
nicalities to delay or sometimes to prevent conviction. 


The Narcotic Control Act of 1956 seeks to combat this 
tendency. It specifically authorizes personnel of the Bu- 
reaus of Narcotics and Customs to execute search and 
arrest warrants, to serve subpenas, and to make arrests 
without warrant when there are “reasonable grounds to 
believe that the person to be arrested has committed or is 
committing” a narcotics violation. By requiring surrender 
of all heroin supplies to the government within 120 days, 


the law made mere possession of that drug prima facie 
evidence of guilt. 


Because the telephone is considered indispensable to the 
conduct of illegal traffic in drugs, Congress made it unlawful 
to use communication facilities in transactions in violation 
of narcotic and marihuana laws and prescribed penalties 
of two to five years in prison and fines of up to $5,000 
for that offense."* Another section of the 1956 law specifies 
that a witness in a narcotics case who pleads the Fifth 
Amendment may be compelled to testify in return for a 
grant of immunity from prosecution on the basis of that 
testimony. Among other provisions is an amendment to 
the Immigration and Nationality Act which makes illegal 
possession of drugs, or present or past participation in the 
drug traffic, grounds for excluding or deporting aliens. 


ANTI-NARCOTICS LAWS AND EXTENT OF DRUG ADDICTION 


How successful the direct attack on the illicit market 
has been in controlling drug addiction in the United States 
is a matter of dispute. It obviously has not wiped out 
the evil, but it probably has helped to keep it within bounds. 


“ Although manufacture of heroin was outlawed in 1924, no call-up of supplies 
previously obtained by legitimate means was ordered. The 1956 law allows possession 
only of small amounts of heroin doled out by the Secretary of the Treasury for 
approved research purposes. 

% Congress turned down a Justice Department request to make wire-tapped evi- 
dence admissible in narcotic cases, although Assistant Attorney General Olney had 
said: “No one can take a look at the mechanics of large-scale narcotic operations 
without realizing that the thing would be almost wiped out if the narcotic agent had 
the authority to tap telephone lines and to testify in court as to what he heard.” 
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The Narcotics Bureau estimates the number of addicts in 
the country (mostly heroin users) at 60,000, or about one 
in every 3,000 of the population.’ That proportion is 
higher than the ratio of one-to-10,000 which prevailed in 
the mid-1940s, when the international flow of narcotics 
was curtailed by war conditions, but it is considerably below 
the estimated ratio of one-to-400 in the days before any 
federal control legislation had been enacted. 


Drug addiction, as indicated by arrests, took a spurt after 
World War II, but it is believed to have declined somewhat 
since 1952. Fear that the narcotics habit was spreading 
among teen-agers was causing serious concern at that time. 
The Narcotics Bureau now estimates that only 13 per cent 
of known addicts are under 21 years of age and that 
scarcely two per cent are under 18. Commissioner Anslin- 
ger told the Senate subcommittee that the ratio during 
World War II probably represented the irreducible mini- 
mum of drug addiction in the United States. 


INFLATION OF RETAIL PRICES OF PROHIBITED DRUGS 


Harsh narcotic laws and vigorous enforcement have a 
marked effect on retail prices of under-cover drugs. Several 
addicts subpenaed by the Senate subcommittee testified 
that arrests of local peddlers always caused the price of 
their next purchases to go up. 


Addicts are reported to spend half a billion dollars a 
year on drugs. Several of them testified that at times 
their expenditures reached $100 a day. The Bureau of 
Narcotics estimates the minimum daily cost to an addict 
at between $10 and $15. The cost of comparable quantities 
in a legal market would be nominal. 


Congressional hearings disclosed that pure heroin can 
be purchased in the black market in Hong Kong for $60 
an ounce (43714 grains). By the time it reaches the West 
Coast, the wholesaler pays approximately $500 an ounce. 
The pure heroin then is adulterated and packaged for retail 
sale. In an inland city the addict pays at a rate of $1 per 
grain, but the drug may be only five per cent pure. This 
means that an ounce of heroin, which cost $60 in Hong 
Kong, eventually may gross $8,750—a markup of about 
14,600 per cent. 


1° The total of 60,000 does not include marihuana smokers or users of barbiturates 
and amphetamines. 
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Enforcement agents look on inflation in drug prices as 
indicating effective police work. Customs Commissioner 
Kelly has said: “The only reason why the addict in this 
country has to pay 146 times the Hong Kong price lies 
in the law enforcement activities. .. . If we can just keep 
this price up, I shall continue to feel encouraged.” Nar- 
cotics Commissioner Anslinger noted that adulteration of 
heroin—another form of price inflation—is directly con- 
nected with local, federal, and international efforts to 
suppress the black market. “We are bringing down the 
purity [of illegal drugs],” he said. “Not too many years 
ago you did not have to adulterate heroin. . . . There was 
sufficient on the market. . .. [Now] the purity of the drug 
goes down [in Minneapolis] to 3.64 per cent.” Variations 
in the purity of illicit narcotics place an addict in perpetual 
danger of taking an overdose, which may result in death. 





Treatment of Addicts As Sick Persons 


AMERICAN DOCTORS in the early 19th century had high 
regard for the medicinal value of opium and prescribed 
it for a host of complaints. After the hypodermic method 
of administering morphine had been introduced in mid- 
century, that drug was widely used to relieve pain. Drug 
stores were at liberty to sell narcotics of all kinds, and 
many reputable citizens purchased them openly. 


Toward the end of the century, medical literature began 
to report on the evil effects of narcotic drugs, and sensa- 
tional stories about horrors of drug addiction were carried 
in the popular press. After imposition of federal controls 
on importation and distribution of narcotics, the legal 
supply was sharply curtailed; drug addiction, for the most 
part, moved behind shutters. Today there are still a num- 
ber of so-called “medical addicts’”—persons who acquired 
the drug habit while being treated for painful injury or 
illness. The large majority of addicts, however, are those 
whose drug supplies always have come from illicit sources. 


Laws and regulations governing the handling of narcotics 
allow physicians to administer such drugs to patients suf- 
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fering disease or injury, but not to addicts simply to satisfy 
a drug craving. Physicians may accept addicts as patients, 
but they must take care that treatment does not tend to 
sustain the addiction. 


The regulations stipulate that a prescription for nar- 
cotics may be issued only “for legitimate medical purposes.” 
Such purposes do not include regular easing of the physical 
and mental suffering which afflicts addicts when denied 
customary doses. The regulations state: 

An order purporting to be a prescription issued to an addict or 
habitual user of narcotics, not in the course of professional treat- 
ment but for the purpose of providing the user with narcotics 
sufficient to keep him comfortable by maintaining his customary 
use, is not a prescription within the meaning and intent of the act. 


. .. The person filling such an order, as well as the person issuing 
it, may be charged with violation of the law. 


Complaint that the law interferes with medical practice 
is based on this provision. Dr. Hubert S. Howe, narcotics 
specialist of the New York Academy of Medicine, observed 
at Senate hearings on Sept. 19, 1955: “Addiction is the only 
disease .. . in which physicians are prohibited by law from 
furnishing the patient sufficient comfort that he may en- 
gage in a useful occupation.” He added that, in view of 
the mandatory prison sentence for violating narcotic reg- 
ulations, it was “easily understood why most physicians 
refuse to have anything to do with addicts.” 


A guide to medical use of narcotics, published by the 
Journal of the American Medical Association in 1942 and 
still in use, warns: “A too extensive resort to dispensing 
[narcotics] may justify a suspicion that the dispenser is 
only catering to narcotic addicts.” Conflicting court deci- 
sions on whether a defense of “good faith” is sufficient to 
exonerate a doctor accused of illegally dispensing narcotics 


also have tended to discourage acceptance of addicts as 
patients.!” 


Many states have laws governing medical use of nar- 
cotics. Some states revoke the licenses of doctors con- 
victed of dispensing drugs illegally to addicts. The Cali- 





7 Dr. Henry A. Latane, highly respected 71-year-old physician of Alexandria, Va., 
told newspaper reporters on July 18 that he regularly administers narcotics to addict- 
patients who suffer painful ailments, and that when an occasional out-of-town addict 
suffering from lack of drugs comes to him, he supplies the dose needed to relieve his 
suffering. “This is an illness. It comes within my field as a physician. I administer 
to him. I don’t want him to collapse in my office.” 
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fornia law specifies the maximum doses a doctor may pre- 
scribe in the course of withdrawal treatment and limits 
the dosage period to a maximum of 30 days; doctors are 
required to make progress reports on each addict-patient 
to the narcotics branch of the California Department of 
Justice. Certain states require doctors to report any 
patient who is a habitual user of drugs. 


COMMITMENT OF DRUG ADDICTS; CURES AND RELAPSES 


The law is not indifferent to the medical needs of a drug 
addict, but it favors treatment in a medical institution 
rather than at a doctor’s office. The U.S. Public Health 
Service maintains two hospitals, one at Lexington, Ky., the 
other at Fort Worth, Tex., with facilities for treating drug 
addicts and conducting narcotics research. First priority 
for admission is given to federal prisoners, second to cer- 
tain mental patients eligible for public care, and finally to 
addicts who voluntarily apply for treatment. There is 
usually a waiting list of several hundred persons. 


Legislation providing for mandatory or voluntary com- 
mitment of addicts to public or private medical institutions 
is on the statute books of all except nine of the 48 states. At 
least 19 states require commitment of all persons adjudged 
to be drug addicts. Many of the state institutions, like the 
federal, house mental patients as well as addicts, and some 
state laws classify addicts with the mentally deranged. 
The Missouri law, for instance, authorizes probate courts 
to commit addicts to hospitals for the insane. Several 
states deem the addict a “vagrant” or “disorderly person” ; 
in some cases this facilitates compulsory commitment to a 
hospital; in other states, it can mean six months to a year 
in the workhouse. 


A new law for the District of Columbia, approved July 
24, authorizes lodging of a vagrancy charge against an 
addict who is without visible means of support, who is 
found in the company of other narcotics users, or who lives 
on premises where illicit drugs are found; however, proba- 
tion or a suspended sentence may be granted addicts who 
voluntarily accept treatment in an approved institution. 
The D.C. Commissioners may call for a hearing in the case 
of any suspected narcotics user and he will be committed if 
medically determined to be an addict. Under a similar 
provision of the California law, any suspected addict may 
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be brought before a tribunal for determination of his con- 
dition. Addicts are placed in the care of the state Depart- 
ment of Mental Hygiene for periods of up to two years. 


Such provisions are useful, but they fail to reach more 
than a small percentage of addicts, and in a great many 
cases commitment fails to produce lasting cures. Fewer 
than 15 per cent of addicts treated at federal hospitals are 
permanently cured; one out of three returns for treatment 
at a later date. At least 80 per cent of the country’s drug 
addicts are not confined; they have no source of supply 
other than the illicit market; and they constitute a con- 
stant source of “infection” in the sense that they may 
introduce drugs to non-addicts. 


Virtually all doctors who deal with drug addicts agree 
that the basic trouble is not physical, but psychological. 
Breaking physical dependence on drugs is not difficult, but 
when former addicts again encounter the situations which 
caused them to take drugs in the first place, the old craving 
returns. As Dr. G. Halsey Hunt, Assistant U.S. Surgeon 
General in charge of the federal hospitals for addicts, has 
said: “Drugs play some part in helping them .. . to meet 
the frustrations of life. ... He [an addict] can be off drugs 
for six months and have no physical craving at all, but if 
he goes back to a stressful experience ... it is very easy 
for him to turn back to drugs to help him cope with these 
frustrations.” 18 


Post-cure rehabilitation, with the aid of psychotherapy, 
is now widely regarded as a necessary second step in at- 
taining permanent relief from drug addiction.!® There is 
disagreement, however, on whether such efforts should 
follow commitment to an institution, or whether the re- 
habilitation program might be more effective if initiated 
outside an institution while the addict is still in the grip 
of the habit. 


PROPOSAL FOR PUBLIC CLINICS TO DISPENSE NARCOTICS 


Attention has been directed in recent months to the pro- 
posal of the New York Academy of Medicine and other 
medical groups that narcotic clinics be established across 
the country to administer drugs to addicts at nominal cost. 





1% Testimony before Senate Judiciary subcommittee, June 8, 1955. 
1% See “Drug Addiction,” E.R.R., Vol. I 1951, pp. 227-229. 
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Efforts would be made to induce the addict to undergo with- 
drawal treatment and rehabilitation while receiving only 
enough drugs to avert severe discomfort. Some addicts 
would continue to receive minimal doses indefinitely, but it 
is believed that this “hard core” group would not be large. 


The philosophy underlying this proposal is that addiction 
is an illness which should be brought into the open. The 
likelihood that some addicts cannot be cured is accepted, 
but it is asserted that such a plan promises a far greater 
number of permanent cures than the present system. Most 
important, proponents believe that the program would 
greatly reduce the number of new addicts and wipe out 
profits of the illegal trade. 


By a change in social attitude which would regard them as sick 
persons and by relieving them of the economic oppression of 
attempting to obtain their supply of drugs at an exorbitant price, 
it will be possible to reach existing addicts in an orderly dignified 
way. ... They would come under supervision in the interest of 
health, not because of entanglement with the law. ... Ina 
humanitarian atmosphere, there would be opportunity to apply 
persuasion to undergo rehabilitation.2° 
Opponents of this kind of medical approach consider it 

unworkable chiefly because they think that addicts at large 
in society would still attempt to purchase illegal drugs to 
supplement the drugs administered at clinics. In view of 
the human system’s tendency to tolerate an ever-larger 
amount of narcotics, they doubt whether addicts would be 
satisfied with a medically determined minimum dose. Ex- 
perience with the narcotic clinics which were maintained 
for a brief period in several American cities in 1919 and 
1920 is cited as demonstrating the impracticality of such 
proposals. 


Supporters of a clinic program assert, on the other hand, 
that the clinics then set up were not given a fair chance, 
that new safeguards have been developed to prevent abuses, 
and that the medical profession today is better able to deal 
with the so-called ambulatory addict. Because tests have 
become available to determine the extent of addiction, it is 
believed that those whose physical need for drugs is not 
compulsive could be weeded out. It is said that narcotics 
now can be so prepared that they will be slowly absorbed 
by the body, thus removing any need to supply addicts 





» “Report on Drug Addiction,” New York Academy of Medicine Bulletin, August 
1955. 
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with drugs for self-administration which might be sold to 
others. A system of fingerprinting and cross-indexing 
ought to keep addicts away from more than one clinic. And 
any addict found not to be observing the rules would be 
immediately committed to an institution. 


SUCCESS OF THE BRITISH SYSTEM; ATTITUDE OF CONGRESS 


The British system has often been brought up as an 
example of successful narcotic control. In the United 
Kingdom there are only some 300 known drug addicts in a 
population of 51 million persons, and the number has varied 
little in the past 10 years. As a party to international 
narcotic agreements, Great Britain has a basic system of 
regulating the drug traffic that is similar to the system in 
this country. However, the penalties are less severe?! and 
there are fewer restrictions on use of narcotics in medical 
practice. 


Official regulations issued to British doctors state that 
narcotics may be administered to addicts in the following 
circumstances: (1) When patients are being given with- 
drawal treatment with a view to cure of addiction; (2) 
when “it has been demonstrated after a prolonged attempt 
at cure that the use of the drug cannot be safely discon- 
tinued entirely, on account of the severity of the with- 
drawal symptoms produced’; (3) when it has been demon- 
strated that “the patient, while capable of leading a useful 
and relatively normal life when a certain minimum dose is 
regularly administered, becomes incapable of this when 
the drug is entirely discontinued.” 2? 


Congressional investigators were not moved by sugges- 
tions that the American control system be liberalized along 
British lines, and they strongly condemned the proposal 
that public authorities operate or sanction narcotic clinics. 
The House group said: “In our opinion, legalizing the dis- 
tribution of narcotic drugs would cause a retrogression and 
wreak havoc in our communities. . . . To permit a govern- 
mental institution to engage in the ghastly traffic . . . is to 
give the government the authority to render unto its citi- 





“The Dangerous Drugs Act of 1951 fixed penalties for narcotic violations at a 
maximum of £1,000 ($2,800) and 10 years in prison. In practice, penalties range 


from only 28 days to three years in prison, with fines of from £2 ($5.60) to £100 
($280). 


2John H. Walker, United Kingdom delegate to the U.N. Narcotic Commission, 
statement presented to Senate Judiciary subcommittee, September 1955. 
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zens certain death without due process of law.” ** The 
Senate subcommittee found particularly repellent the idea 
that “the federal government would be maintaining in 
society the agent of contagion—the drug addict himself.” *4 


Both subcommittees favored compulsory commitment of 
all addicts and recommended additional facilities for follow- 
up treatment and rehabilitation. Such programs were said 
to be primarily the responsibility of the states, and par- 
ticularly of the communities to which the discharged addict 
is returned.2®> As for the hard-core addict with a record of 
chronic relapses, the solution was said to lie in permanent 


confinement, not in sustaining doses from “narcotics bars.” 
= Committee on Ways and Means, Narcotic Control Act of 1956 (June 19, 1956), 
pp. 66-7. 


* Senate Judiciary Committee, Treatment and Rehabilitation of Narcotic Addicts 
(Apr. 25, 1956), p. 7. 


* The new narcotic law for the District of Columbia provides that, for a period of 
two years after release from an institution, the former addict must report periodically 
for medical examination. If he resumes use of drugs, he is to be recommitted. 
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